Introduction: Disrespect and abuse during childbirth is the main deterring factor to skilled birth 22 utilization as compared to other more commonly known factors such as financial and physical 23 inaccessibility. 24 Objective: To assess the occurrence of women's disrespect and abuse during childbirth in public health 25 facilities in Arba Minch town, south Ethiopia. 26 Methods: Institution based cross-sectional study design was employed at all public health institutions in 27 Arba Minch town, south Ethiopia. Systematic sampling method was used to include 281 women who had 28 given birth at public health institutions between January 01 and February 28, 2017. Data were collected 29 by face to face interview by four midwife tutors and supervised by the principal investigator on daily 30 bases. Semi-structured pretested questionnaire was used to collect data. Epi info version 7.1.2.0 and SPSS 31 version 24 were used to enter and analyze the data respectively. 32 Results: A total of 281 women were participated in this study. The overall prevalence of non-respectful 33 care was 98.9%. The women's right to information and informed consent was the most frequently 34 violated right with a prevalence of 92.5% (95% CI: 90.9, 94.1) followed by non-dignified care (36.7, 95% 35 CI: 34.9, 38.5), physical abuse (29.5%, 95% CI: 24.2, 34.8), discrimination (18.1%, 95% CI: 13.6, 22.6), 36
Introduction 45
Childbirth is a special moment of happiness for women and their families but it is also a time of intense 46 vulnerability. Women might not get their expected quality of care and level of respect by the health care providers. When they are treated disrespectfully, the negative encounter of women with health workers 48 during delivery leaves long lasting damage and emotional trauma which can significantly affect skilled 49 birth attendance negatively [1] .
51
For the past several years, Safe Motherhood Initiative has focused mainly on improving access to and 52 utilization of skilled childbirth attendance and facility-based maternity care. Increasing the proportion of 53 women in developing nations who deliver with skilled attendance is being advocated as the single most 54 important intervention to decrease maternal mortality and morbidity. However, client satisfaction with 55 care which is an important element of quality care and hence influences effectiveness of care has not been 56 given much attention. As research indicates, problems related to care provider behavior and attitude are 57 more important deterring factors than geographical and financial limitations to utilization of skilled 58 childbirth care [2, 3] .
60
Respectful maternity care recognizes that safe motherhood must be expanded beyond the prevention of 61 morbidity or mortality to encompass respect for women's basic human rights, including respect for 62 women's autonomy, dignity, feelings, choices, and preferences, such as having a companion wherever 63 possible. The respectful maternity care approach is centered on the individual and based on principles of 64 ethics and respect for human rights. The Respectful Maternity Care Charter developed by the White Ribbon Alliance and respectful maternity care partners, is based on a framework of human rights and is a 66 response to the growing body of evidence documenting disrespect for and abuse of childbearing women 67 [1, 2, 4] .
69
According to the charter, seven rights were drawn from the categories of disrespect and abuse which are 70 not mutually exclusive: Article 1: Every woman has the right to be free from harm and ill treatment.
71
Article 2: Every woman has the right to information, informed consent and refusal, and respect for her 72 choices and preferences, including the right to her choice of companionship during maternity care. Article 73 3: Every woman has the right to privacy and confidentiality. Article 4: Every woman has the right to be 74 treated with dignity and respect. Article 5: Every woman has the right to equality, freedom from 75 discrimination, and equitable care. Article 6: Every woman has the right to healthcare and to the highest 76 attainable level. Article 7: Every woman has the right to liberty, autonomy, self-determination, and 77 freedom from coercion [2] .
79
Even though significant progress had been made in improving maternal health between 1990 and 2015, 80 maternal morbidity and mortality still continues to be a public health problem globally. In 2015, an 81 estimated 303,000 women worldwide have lost their life due to easily preventable pregnancy and 82 childbirth related complications, 99% of which are contributed by low income countries [5] .
84
Ethiopia is one of the countries with the highest maternal mortality ratio in the world. According to the 85 latest (2016) Ethiopian demographic and health survey report, maternal mortality ratio of the country was 86 412 per 100, 000 live births. Though the country is moving ahead in reducing maternal mortality; to 87 achieve the newly set sustainable developmental goal three: reducing the global maternal mortality ratio 88 to less than 70,000 per 100,000 live births in 2030, tripling the former 2.3% annual maternal mortality 89 reduction rate to 7.5% is expected[5-7].
91
Increasing skilled birth attendance has been one of the strategies proposed by experts to reduce the 92 number of women who lose their life as a result of pregnancy and child birth, as majority of deaths occur 93 during delivery and immediate postpartum periods [8, 9] .
94
Although many years have been passed since the strategy was proposed, the proportion of women who 
180
Grand multipara: A woman who has given birth 5 or more times. confidentiality of the information she was giving. The participants were also informed that they have full 208 right not to participate in the study or to stop participation at any time during the interview.
209

Results
210
Socio-demographic characteristics of the study participants
211
A total of 281 women who had given birth at the governmental health institutions in Arba Minch town 212 were interviewed making a response rate of 100%. The mean age of the study participants was 28. Obstetric characteristics of the study participants 220 More than 95% of the study participants had history of ANC follow up during the recent pregnancy.
221
Almost two-third of them had history of previous institutional delivery and 214(76.2%) had given birth 222 via vaginal route. Two hundred eight (74.0%) of the women's preferred birthing position was kneeling 223 (Table 2) .
224 The overall prevalence of non-respectful and abusive care 228 While the seven women's rights were not equally violated; ranging from zero percent in the seventh right:
229 the women's right to liberty, autonomy, self-determination, and freedom from coercion to more than 90% 
253
Women who gave birth at hospital were about 2 times more likely to be physically abused compared 254 with those who gave birth at health centers (AOR = 2.82, 95% CI: 1.48-5.35 ). Those women who were 255 from rural areas were about 2 times more likely to face physical abuse than their urban counterparts 256 (AOR = 1.85, 95% CI: 1.07 -3.18) (Table3).
257 
273
Women's right to privacy and confidentiality is among the three women's right which were less violated.
274
Two hundred fifty eight(91.8%) of the women responded that, no one except those health care providers Being rural resident and giving birth at hospital were factors which are significantly association with non-286 confidential care. Women who gave birth at hospital were about 3 times more likely to report non-287 confidential care when compared to those who gave birth at health centers (AOR = 3.34, 95% CI: 1.42, 288 7.87).Those women who were from rural areas were about 2 times more likely to report non-confidential 289 care when compared to their urban counterparts (AOR = 1.93, 95% CI: 1.013, 3.68)( Table 4) 290 
304
However, multivariate analysis has showed that births attended at hospital and having no formal 305 education or less grade schooling were the only factors which were significantly associated with non-306 dignified care.
307
Women who gave birth at hospital were about 10 times more likely to face non-dignified care compared 308 with those who gave birth at health centers (AOR = 9.93, 95% CI: 4.37, 19.76). Those women who have 309 no formal education were about 3 times more likely to be treated in a non-dignified way when compared 310 to those who have at least completed secondary school (AOR = 3.17, 95% CI: 1.55, 6.49). (Table 5) . 
311
342
Abandonment of care was the least to be reported by the study participants next to detention in health 343 facilities. Only 12(4.3%) of the study participants responded that they were left alone for some period of 344 time while they were in need of someone to be with them. However, none of the participants said that 345 they had given birth by themselves in the health facilities because the health care providers were not 346 around or no health care provider reached them when they have encountered life threatening condition 347 and shouted for help. The overall prevalence of abandonment of care is therefore 4.3%, 95% CI: 3.1, 5.5).
348
Violation of article 7: Women's right to liberty, autonomy, self-determination, and freedom from 349 coercion (prevalence of detention in health facilities)
350
From this study no study participant responded that she or her families were detained in the health 351 facilities for the issue of payment or damage to the health institutions' equipment.
352
Discussion
353
This study has investigated the status of disrespect and abuse during childbirth using the seven universal 354 rights of child bearing women [1, 2] . Almost all (98.9%) of the women have reported that they have faced 355 at least one form of disrespect or abuse during their stay at the health care facilities.
356
This figure is similar with findings from one Nigerian study which was carried out in 2012 where 98% of 357 the women had reported at least one form of disrespect [30] . However, it is higher than findings from a 358 study conducted in Addis Ababa in Ethiopia in 2013 where the overall prevalence of disrespect and abuse was 76.8% [29] . The higher prevalence in this study in comparison to the previous Ethiopian study could 360 be because of the differences in verification criteria as we have included the use of obsolete procedures 361 which put women's health at risk like the use of fundal pressure to expell babies and suturing 362 episiotomies or perineal tears without use of local anesthesia as physical abuse. It could also be 363 explained by the differences in study settings as the previous study was conducted in the capital Addis
364
Ababa, the capital city of the country, where the status of clients is expected to be higher. This too high 365 prevalence of abuse and disrespect in studies suggests "normalization of disrespectful care" by clients 366 as well as by health care providers in low income countries[2, 28].
367
As the prevalence of violation of the seven women's right ranged from zero (detention in health facilities)
368
to nearly 100% (non-consented care), we will discuss the prevalence and factors associated with each 369 disrespects separately as it will have different implications.
370
In this study the prevalence of physical harm and ill-treatment was 29.5% (95% CI: 24.2, 34.8) which is 371 preceded only by non-consented care. This is in line with the findings from a study conducted in Nigeria 372 in 2012 where the prevalence of physical abuse was 35.7% and the previous Ethiopian study where it 373 was 32.9% [29, 30] . From this we can learn that, physical abuse has been persistently high since the last 5 374 years. However, as groups and criteria are not comparable no statements on evolution in the prevalence 375 can be made.
376
Two mothers (0.7%) (both from the hospital) have reported that the birth attendants have beaten them 377 while they were in labour pain. This is in line with the results from a previous study conducted in 5 East
378
and South African countries from 2009 to 2012 where the prevalence of the use of physical force like 379 slapping was 0.83% [12] . However, it is lower than the findings from a study conducted in Addis Ababa
380
Ethiopia in 2013 where physical force was used in 2.3% of the mothers [29] .
381
The use of fundal pressure to deliver babies during second stage of labour was reported by 16.4% of the 382 214 women who had given birth via vaginal route, in this study. This is also concurrent with the study 
386
Not using local anesthesia for episiotomy or perineal tear repair was reported by 12(18.8%) women out of 387 the 64 women whose perineum was sutured. This is also reported by the study conducted in 5 countries 388 where anesthesia for episiotomy or perineal tear repair was not used by care providers in Ethiopia [12] .
389
Even though there is an improvement in the use of local anesthesia from not using at all to more than 390 80%, it should be practiced in all of the laboring mothers as it is inhuman, unprofessional and also 391 contributes to non-preference of health institution deliveries [2] .
392
Forty eight (81.3%) of the 59 primiparous who had given birth vaginally had episiotomy. Even though the 393 use of episiotomy by itself is not a physical abuse, routine episiotomies can result in unnecessary perineal 394 scars which might lead to dyspareunia.
395
Overall, women who gave birth at hospital were about 3 times more likely to be physically abused 396 compared with those who gave birth at health centers. This is consistent with the previous study 397 conducted in Addis Ababa and [ 29] . This could be attributed to workload and dissatisfaction by the 398 hospital staffs, presence of a different mix of health professionals with different backgrounds, client's 399 inability to communicate with the staffs due to language barriers (for those who are referred from rural 400 health centers).
401
Moreover, those women who were from rural areas were about 2 times more likely to face physical 402 abuse than their urban counterparts. This is against their right as humans and will result in increased 403 homebirths which are attended by unskilled persons in the future[2] . Obviously, this will pose a great 404 challenge for the improvement of the maternal health of the country as more than 85% of Ethiopian 405 population resides in rural areas. However, no mother has reported that her legs were tied down during childbirth which indicates that 407 some of the obsolete procedures have been abandoned as it used to be practiced routinely [2] .
408
Non-consented care or the women's right to information, informed consent, and preferences was the most 409 frequently violated women right in Ethiopia as more than 92 % of the women have reported it in this as 410 well as in previous study conducted in Ethiopia[29] . A study from Nigeria revealed that the prevalence of 411 non -consented care was 45.5% which is less than half of the prevalence in Ethiopia [30] . This indicates 412 that the right to information and consent is not regarded as a right by Ethiopian health care providers 413 when compared to other women's rights.
415
While only 9% of the 67 women who underwent cesarean section have said that they were not well 416 informed about the procedure beforehand, the proportion of women who were consented before induction 417 or augmentation of their labour was 43.3% and the figure is higher in case of performing episiotomy 418 which is 60.4%. Not taking consent before procedures was also reported in 38% in the multi country 419 study and 48% in previous study in Ethiopia [12, 29] . From this high figure, we can learn that the health 420 care providers are taking consent not because it is the right of the client but to be on the safe side in case 421 if something goes wrong as it is very high before cesarean section; the procedure that carries major risk 422 and very low before episiotomy; a procedure with relatively lower risk. 
483
Discrimination based on some women's attributes was about 9 times more common in hospital than in 484 health centers. Those women who have no formal education were about 15 times more likely to perceive 485 as if they were discriminated when compared to those who have at least completed secondary school.
486
Women who were from rural areas were about 4 times more likely to report discrimination than those 487 who are from urban area. Those women who have no previous history of health institutional delivery 488 were about 4 times more likely to feel that they were discriminated than those who have previous history 489 of institutional birth.
490
All the factors associated the perceived or real discrimination could be because in the hospital many 491 women are admitted at a time and those who are new for the environment or have difficulty of coping 492 with the environment can easily perceive as if they were discriminated. Sometimes not knowing the 493 nature of labour may lead to perceiving being discriminated. For instance, if a woman from rural area 494 with early stage labour comes first and an educated urban woman comes with an advanced labour and the 495 staff manages the urban women first, the uneducated rural women may consider this as discrimination.
496
The main point is, be it real or perceived, the consequences will be negative on the future utilization of 497 health institution delivery services and hence need to be treated equally. This can also be linked to the 498 client's right to information.
500
Even though the sixth article of rights of child bearing women sates that every woman has the right to 501 healthcare and to the highest attainable level of health [1] , women in labour pain are sometimes left alone.
502
About 17% of the participants of this study responded that they had been left alone at least once for some 503 period of time even though there was no mother who said that she had given birth by herself in the health 504 institutions. This result is relatively promising when compared to the previous studies where about 63.6%
505
of the women who had given birth at hospitals in Addis Abba responded that they were abounded during 
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